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Question #: 11 
10.354 THE NEXT 2 QUESTIONS REFER TO THE FOLLOWING CASE: 


gaia You are a pharmacy manager at a hospital. You have noticed the number of order entry errors reported has 


Flag au increased in the most recent year. 


Ill. Rate for all the previous years 


Select one: 
a lonly® 
b. Ill only% 
c land tl only X 
d.ihand III only Y 
e WMX 


You need to have a numerator and denominator in the equations to find the rate of errors. Error rate = 
number of errors reported/number of prescription entered. You also need to compare to previous years. 
RATIONALE: 


Correct Answer: 


(Option 4): You need to have a numerator and denominator in the equations to find the rate of errors. Error 
rate = number of errors reported/number of prescription entered. You also need to compare to previous 
years. 


Incorrect Answers: 
(Option 1): The number of pharmacists and technicians is irrelevant since we are looking at errors due to 


order entry. It does not make a difference if you have 2 or 5 staff members as this has no relevance in the 
number of orders entered or capturing the error rate. 


(Option 2): This is NOT the only correct option. 


(Option 3): The number of pharmacists and technicians is irrelevant since we are looking at errors due to 
order entry. It does not make a difference if you have 2 or 5 staff members as this has no relevance in the 
number of orders entered or capturing the error rate. 


(Option 5): The number of pharmacists and technicians is irrelevant since we are looking at errors due to 
order entry. It does not make a difference if you have 2 or 5 staff members as this has no relevance in the 
number of orders entered or capturing the error rate. 


The correct answer is: II and III only 


Question #: 12 


10:355 A preliminary review is completed to confirm that the error rate is higher than in previous years. The number 
of orders has not increased and the staffing to workload ratio in the dispensing was increased recently. 


atakaa Pharmacy order entry errors can be reduced by: 


Hag q 


(Sena reeobace |. Creating order sets for computer order entry 
Il. Computerized physician order entry 


Ill. Increased staffing 


Select one: 


a. lony% 
b. Ill only% 


Question #: 13 


1D: 52328 
Not answered 


F Flag question 


Send Feecback 


c Landl only 
d: iland Ill only % 
e. IN 


Physician Order Entry (CPOE) and order sets available for the pharmacist during order entry can minimize 
errors with entry. 
RATIONALE: 


Correct Answer: 


(Option 3): Physician Order Entry (CPOE) and order set available for pharmacist during order entry can 
minimize errors with entry. 


Incorrect Answers: 
(Option 1): This is the only option. 


(Option 2): More staffing does not mean that the rate of errors will be decreased. In fact, the question states 
that the staffing to workload ratio was increased recently without improving the error rate. 


(Option 4): More staffing does not mean that the rate of errors will be decreased. In fact, the staffing to 
workload ratio was increased recently which has not improved the error rate. 


(Option 5): More staffing does not mean that the rate of errors will be decreased. In fact, the staffing to 
workload ratio was increased recently which has not improved the error rate. 


The correct answer is: | and II only 


Which of the following statements is FALSE regarding the Common Drug Review (CDR)? 


Select one: 
The CDR’s recommendations and justifications regarding new drug inclusion in Canada’s public drug ¥ 
plans are made available for the public to view 


The CDR provides timely, evidence-based information regarding new drugs being considered for = * 
provincial formulary listing 


The CDR uses guidelines and templates for a fair and thorough review of the evidence of efficacy, * 
safety, cost and convenience of new drugs being considered for provincial formulary listing 


Once the CDR recommends a drug be included in Canada's public drug plans, provinces/territories. ¥ 
must list the drug on their formularies 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the role of the Common Drug Review (CDR). 


BACKGROUND: 


The Canadian Agency for Drugs and Technologies in Health (CADTH) looks at the evidence and makes 
recommendations to healthcare providers so that they can make informed decisions when caring for 
patients, The Common Drug Review (CDR) reviews drugs and makes reimbursement recommendations to the 
Canadian federal, provincial and territorial public drug plans (excludes Quebec) in order to aid with funding 
decisions. The CDR does not complete manufacturer submissions for Notices of Compliance (NOC) as this is 
done by Health Canada. The manufacturer has to complete the submission of its new drug in order for 
CADTH to review it. The CDR can then accept the submission and provide reimbursement recommendations 
prior to the drug receiving a NOC. 


Although the CDR makes recommendations regarding drug inclusion in Canada's public drug plans, the final 
decision rests on each province/territory. The reasons for discrepancies can include provincial/territorial: 


1. Drug plan mandates 
2, Financial resources 


3. Funding priorities 


RATIONALE: 


Correct Answer: 
+ Once the CDR recommends a drug be included in Canada's public drug plans, provinces/territories 


must list the drug on their formularies - This statement is false, as a positive recommendation is not 
always consistent with a formulary inclusion. 


Incorrect Answers: 


* The CDR's recommendations and justifications regarding new drug inclusion in Canada's public 
drug plans are made available for the public to view - This statement is true. 


+ The CDR provides timely, evidence-based information regarding new drugs being considered for 
provincial formulary listing - This statement is true. 


* The CDR uses guidelines and templates for a fair and thorough review of the evidence of efficacy, 


Question #: 14 


1D: 53203 


Not answered 


Question #: 15 


1D: 53204 
Notanswered 


Fag question 


satety, cost and convenience ot new drugs being considered tor provincial tormulary listing - Ihis 
statement is true. 
TAKEAWAY/KEY POINTS: 


The CDR is a part of CADTH and provides public reimbursement recommendations to federal, provincial and 
territorial stakeholders. 


REFERENCE: 


[1] Canadian Agency for Drugs and Technologies in Health. CADTH Common Drug Review (CDR). Procedure 
for Common Drug Review. https://www.cadth.ca/about-cadth/what-we-do/products-services/cdr. 


The correct answer is: Once the CDR recommends a drug be included in Canada's public drug plans, 
provinces/territories must list the drug on their formularies 


THE NEXT 3 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 


A nurse dispensed Pradaxa® (dabigatran) instead of Plavix® (clopidogrel). The nurse removed the 
medication using an automated dispensing unit. The patient received the inappropriate drug for 2 
days prior to the error being discovered by the clinical pharmacist when reviewing the patient profile. 


Who should be the first individual contacted? 


Select one: 
The patient/caregiver X 
Nurse who made the error % 
The physician” 
Institute for Safe Medication Practices * 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the correct reporting of medication errors. 


BACKGROUND: 


As the pharmacist, you should notify the physician so that he/she can disclose the error to the patient and 
make any necessary medication adjustments if needed. The physician may also decide to let you disclose the 
error to the patient. One of the reasons why the pharmacist is sometimes asked to disclose the error is 
because of their ability to assess the implications of this medication incident on the patient. Everyone is 
responsible for detecting errors including the patient and reporting to the necessary channels to prevent 
future occurrences and minimize harm. 


RATIONALE: 
Correct Answer: 


© The physician - Once the error is discovered the physician should be contacted immediately. 


Incorrect Answers: 
© The patient/caregiver - This is not the first individual to contact. 
* Nurse who made the error - This is not the first individual to contact. 


e Institute for Safe Medication Practices - This is not the first individual to contact. 


TAKEAWAY/KEY POINTS: 
Medication errors should be disclosed to the physician first and appropriate adjustments should be made to 


minimize impacts and prevent future occurrences. 


REFERENCE: 


[1] Robinson-Wolf Z, Hughes RG. Patient Safety and Quality: An Evidence-Based Handbook for Nurses: 
Chapter 35 Error Reporting and Disclosure. Agency for Healthcare Research and Quality. 
http://www.ncbi.nlm.nih.gov/books/NBK2652/. 


The correct answer is: The physician 


Documentation of this error should be shared with which of the following: 


Select one: 


Hospital's internal medication reporting system X 


Question #: 16 


1D: 53205 


Notanswered 


Send Feedback 


Ine Pharmaceutical vrugs Directorate (PUL) 7% 


The hospital's internal medication reporting system and The Institute for Safe Medication Practices ¥ 


(SMP) 
The Institute for Safe Medication Practices (ISMP) and The Pharmaceutical Drugs Directorate X% 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the correct reporting of medication errors. 


BACKGROUND: 


As the pharmacist, you should notify the physician so that he/she can disclose the error to the patient and 
make any necessary medication adjustments if needed. The physician may also decide to let you disclose the 
error to the patient. One of the reasons why the pharmacist is sometimes asked to disclose the error is 
because of their ability to assess the implications of this medication incident on the patient. Everyone is 
responsible for detecting errors including the patient and reporting to the necessary channels to prevent 
future occurrences and minimize harm. 

Internal hospital reporting systems are reviewed by a risk or safety manager, who then coordinates efforts to 
spread knowledge of common errors and prevention strategies. ISMP also collects information regarding 
medication errors, with the intent of improving patient safety by raising awareness. The Pharmaceutical 
Drugs Directorate is not involved in medication error reporting, but rather its role is to regulate medications 
and pharmaceutical devices marketed in Canada. 


RATIONALE: 
Correct Answer: 


e The hospital's internal medication reporting system and The Institute for Safe Medication 
Practices (ISMP) - This is the most correct option. 


Incorrect Answers: 
* Hospital's internal medication reporting system - There is a more correct option. 
* The Pharmaceutical Drugs Directorate (PDD) - The PDD is not involved in medication error 
reporting. 


© The Institute for Safe Medication Practices (ISMP) and The Pharmaceutical Drugs Directorate - 
The PDD is not involved in medication error reporting. 


TAKEAWAY/KEY POINTS: 


Medication errors should be disclosed to ISMP and the hospital's own reporting system to prevent a similar 
error from occurring in the future. 


REFERENCE: 


[1] Robinson-Wolf Z, Hughes RG. Patient Safety and Quality: An Evidence-Based Handbook for Nurses: 
Chapter 35 Error Reporting and Disclosure. Agency for Healthcare Research and Quality. 
http://www.ncbi.nlm.nih.gov/books/NBK2652/. 

[2] U David. Medication Error Reporting Systems: Problems and Solutions. New Medicine. 2001. 1(2)61-65. 
https://www.ismp-canada.org/download/Medication%20Error%20Reporting%20Systems%20- 
%20Problems%20and%20Solutions.pdf. 

[B] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp.org/default.asp. 

[4] Health Canada. Pharmaceutical Drugs Directorate. Government of Canada. 
https://www.canada.ca/en/health-canada/corporate/about-health-canada/branches-agencies/health- 
products-food-branch.html 

The correct answer is: The hospital's internal medication reporting system and The Institute for Safe 
Medication Practices (ISMP) 


This medication incident can be categorized as what type of error? 


|. Sound-alike error 
Il. Look-alike error 
Ill, Dispensing error 


Select one: 
lonly * 
Ill only % 
1, 1l only% 
landliv 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 


Question #: 17 
1D: 53198 
Not ancwered 
Y Flag question 


To understand the types of medication errors. 


BACKGROUND: 


As the pharmacist, you should notify the physician so that he/she can disclose the error to the patient and 
make any necessary medication adjustments if needed. The physician may also decide to let you disclose the 
error to the patient. One of the reasons why the pharmacist is sometimes asked to disclose the error is 
because of their ability to assess the implications of this medication incident on the patient. Everyone is 
responsible for detecting errors including the patient and reporting to the necessary channels to prevent 
future occurrences and minimize harm. 


Firstly, option III is correct because the wrong drug was dispensed. Moreover, Plavix® (clopidogrel) and 
Pradax® (dabigatran) both sound similar and look similar. In order to solve the issue of sound-alike, the 
name of Pradax® was changed to Pradaxa®. In order to solve the issue of look-alike, tall-man lettering can 
be used to make the drug names look more distinguishable. For example, drug names can be stated as 
pRADAxa® and pLAVIx®. 


RATIONALE: 
Correct Answer: 


© I, Hand Ill - The wrong drug was dispensed. Also, Plavix® (clopidogrel) and Pradaxa® (dabigatran) 
both sound similar and the names also look similar. 


Incorrect Answers: 
* Lonly - This is not the most correct option. 
* Ill only - This is not the most correct option. 


© I, Il only - This is not the most correct option. 


TAKEAWAY/KEY POINTS: 
Multiple types of medication errors can occur such as dispensing, sound-alike and look-alike. 


REFERENCE: 


[1] Robinson-Wolf Z, Hughes RG. Patient Safety and Quality: An Evidence-Based Handbook for Nurses: 
Chapter 35 Error Reporting and Disclosure. Agency for Healthcare Research and Quality. 
http://www.ncbi.nlm.nih.gov/books/NBK2652/. 

[2] Institute for Safe Medication Practices. Are National Efforts to Reduce Drug Name Confusion Paying Off. 
https://www.ismp.org/resources/are-national-efforts-reduce-drug-name-confusion-paying. 

[3] Institute for Safe Medication Practices, Principles for the Application of TALLman Lettering in Canada. 
https://www.ismp-canada.org/download/TALLman/Principlespplication-TALLmanLettering-Mar2016,pdf. 
[4] Drug name alert: potential for confusion between Pradax® and Plavix®. ISMP Can Saf Bull. 2011 May 
27,11(4):1-2. https://www.ismp-canada.org/download/safetyBulletins/ISMPCSB201 1-04- 
DrugNamedlert_PotentialForConfusion_PradaxAndPlavix.pdf. 


The correct answer is: |, Il and III 


Which of the following statements regarding the Canadian Medication Incident Reporting and Prevention 
System (CMIRPS) is correct: 


Select one: 
Collect data regarding medications *% 
Facilitate collection and reporting of medication incidents Y 
Develops quality improvement programs for use by healthcare communities % 
CMIRPS promotes medication use * 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the role of the Canadian Medication Incident Reporting and Prevention System (CMIRPS). 


BACKGROUND: 


The ISMP is a non-profit organization that analyzes and promotes safe medication practices by working with 
various stakeholders including pharmaceutical companies, hospitals, and health care providers. ISMP collects, 
reviews and analyzes medication incidents as well as near-miss reports. It then disseminates the information 
for knowledge translation using medication safety alert tools such as the ISMP Canada Safety Bulletin. 


The Canadian Medication Incident Reporting and Prevention System (CMIRPS) is a Canada-wide program 
together with Health Canada, ISMP, and the Canadian Patient Safety Institute (CPSI) with the purpose to 
reduce and prevent medication incidents through reporting and reviewing such incidents to minimize 
recurrence. The CMIRPS facilitates the collection, analysis and circulation of medication error reports, 
promotes safe medication usage for patients and reduces patient harm caused by preventable medication 
errors. 


RATIONALE: 


Correct Answer: 


Question #: 18 


1D:53221 
Notanswered 


Fag question 


eS 


e Facilitate colles 


cidents - This statement is true. 


ion and reporting of medi 


Incorrect Answers: 


* Collect data regarding medications - This statement is false as only medication incident data is 
collected. 


* Develops quality improvement programs for use by healthcare communities - This statement is 
false as ISMP conducts this. 


* CMIRPS promotes medication use - This statement is false as CMIRPS promotes medication safety. 


TAKEAWAY/KEY POINTS: 


The CMIRPS is a reporting program to minimize medication incidents and prevent their recurrence. 


REFERENCE: 


[1] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp.org/default.asp. 

[2] The Canadian Medication Incidence Reporting and Prevention System. CMIRPS. https://Awww.cmirps- 
scdpim.ca/?p=148lang= 


The correct answer is: 


Facilitate collection and reporting of medication incidents 


All of the following are key aspects in managing medication errors EXCEPT: 


Select one: 
Inform the patient even if a dispensing error is caught in the pharmacy~ 
An error may bé as easy as switching labels % 
Communicate errors with staff along with strategies to reduce errors % 
Review cause of error and strategies to prevent such errors from happening next time % 


TOPIC: Practice Setting (Management) 


LEARNING OBJECTIVE: 


To identify pharmacy management skills and medication errors. 


BACKGROUND: 


Even the slightest medication errors may become fatal. It is important to double-check where possible and 
use Tallman lettering whenever applicable. There is an increased risk of events with opioids, antipsychotics, 
diuretics and antiepileptic agents. 


Errors that have not left the dispensary are called near-misses and the patient is not affected by them. 
Therefore, the patient does not need to know about these errors. If the drug left the dispensary and the 
patient received the drug (either took it or did not), then they should be informed of the error. The manager 
should also be informed and depending on the severity of the error, maybe the first contact. 


RATIONALE: 
Correct Answer: 


* Inform the patient even if a dispensing error is caught in the pharmacy - Errors that have not left 
the dispensary are called near-misses and the patient is not affected by them. 


Incorrect Answers: 


An error may be as easy as switching labels - Switching labels on insulin pens may cause severe 
hypoglycemia. 


Communicate errors with staff along with strategies to reduce errors - Discussing the error and 
ways to prevent it is important. 


* Review cause of error and strategies to prevent such errors from happening next time - 
Preventing a future error is important management. 


TAKEAWAY/KEY POINTS: 


Medication errors may have devastating effects on the patient. Ensure all internal errors are communicated 
to prevent future occurrences. 


REFERENCE: 


[1] Canadian Patient Safety Institute. Medication Incidents. 
https://www.patientsafetyinstitute.ca/en/toalsResources/Hospital-Harm-Measure/Documents/Resource- 
Library/HHIR%20Medication%20Incidents.pdf 


The correct answer is: Inform the patient even if a dispensing error is caught in the pharmacy 


Question #: 19 
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Not answered 
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Question #: 20 


1D; 44353 
Not answered 
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Which of the following is FALSE regarding Best Possible Medication History (BPMH)? 


Select one: 
BPMH is collected thtough a systematic process of interviewing X 
BPMH should be completed using multiple sources on information % 
BPMH is completed to reduce harm and identify errors in prescribing * 


BPMH is collected only by using patient vials and documenting dosage ¥ 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand what constitutes a Best Possible Medication History (BPMH). 


BACKGROUND: 


Medication reconciliation involves collecting information regarding the patient's medication history (e.g. Best 
Possible Medication History). BPMH is completed by using a systematic process of interviewing where the 
patient is a crucial component of gathering medication information. BPMH should be done using at least 2 or 
more reliable sources of information to obtain and verify all the medications (prescription and non- 
prescription). Complete documentation of drug names, dose, and frequency should be verified with the 
patient. Obtaining a medication history is different from BPMH. BPMH involves a comprehensive process of 
gathering medication information using multiple sources of information, It is a snapshot of how the patient 
uses the medications, which may be different from what is indicated on the containers or pharmacy records. 
BPMH reduces potential errors and harm to the patient. 


RATIONALE: 
Correct Answer: 


* BPMH is collected only by using patient vials and documenting dosage - This statement is false as 
multiple sources of information should be used. 


Incorrect Answers: 
* BPMH is collected through a systematic process of interviewing - This statement is true. 
+ BPMH should be completed using multiple sources of information - This statement is true. 


* BPMH is completed to reduce harm and identify errors in prescribing - This statement is true. 


TAKEAWAY/KEY POINTS: 
A BPMH is used to gather medication information for a patient by using multiple sources. 


REFERENCE: 


[1] Principles of Practice for Pharmaceutical Care. American Pharmacist Association. 
https://www.pharmacist.com/principles-practice-pharmaceutical-care. 

[2] Barnsteiner JH. Patient Safety and Quality: An Evidence-Based Handbook for Nurses: Chapter 38 
Medication Reconciliation. Agency for Healthcare Research and Quality. 
http://www.ncbi.nlm.nih.gov/books/NBK2648/ 


The correct answer is: BPMH is collected only by using patient vials and documenting dosage 


In referring to an organization, what do the letters in ISMP stand for? 


Select one: 
Institute for Safe Medication Practices Y 
Identification of Safe Medication Practices ¥ 
International Student Mentorship Program * 


Integrative Stress Management Program X 


TOPIC: Knowledge & Research Application 
LEARNING OBJECTIVE: 

To identify the title of a medical organization. 
BACKGROUND: 


The Institute for Safe Medication Practices Canada is an independent national not-for-profit organization 
committed to the advancement of medication safety in all healthcare settings. 


Copyrigh 
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Finish review 


4 PharmAchieve Corporation Lid. and the 
of the Pharmacy Examining Board of Canada (PEBO) 


nanvnaLc: 


Correct Answer: 


e Institute for Safe Medication Practices - Institute for Safe Medication Practices is the correct 
acronym. 


Incorrect Answers: 


e Identification of Safe Medication Practices - Identification of Safe Medication Practices is not the 
correct acronym. 


* International Student Mentorship Program - International Student Mentorship Program is not the 
correct acronym. 


* Integrative Stress Management Program - Integrative Stress Management Program is not the 
correct acronym. 


TAKEAWAY/KEY POINTS: 


The Institute for Safe Medication Practices is an organization that strives for safe medical practices. 
REFERENCE: 


[1] ISMP Canada. https://www.ismp-canada.org/index.htm 
The correct answer is: Institute for Safe Medication Practices 
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